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Associated with Swimming Pools — Dane County, Wisconsin, 1993 


In March and April 1993, an outbreak of cryptosporidiosis in Milwaukee resulted in 
diarrheal illness in an estimated 403,000 persons (7 ). Following that outbreak, testing 
for Cryptosporidium in persons with diarrhea increased substantially in some areas 
of Wisconsin; by August 1, 1993, three of six clinical laboratories in Dane County were 
testing routinely for Cryptosporidium as part of ova and parasite examinations. In late 
August 1993, the Madison Department of Public Health and the Dane County Public 
Health Division identified two clusters of persons with laboratory-confirmed Crypto- 
sporidium infection in Dane County (approximately 80 miles west of Milwaukee). This 
report summarizes the outbreak investigations. 

On August 23, a parent reported to the Madison Department of Public Health that 
her daughter was ill with laboratory-confirmed Cryptosporidium infection and that 
other members of her daughter’s swim team had had severe diarrhea. On August 26, 
public health officials inspected the pool where the team practiced (pool A) and inter- 
viewed a convenience sample of patrons at the pool. Seventeen (55%) of 31 pool 
patrons interviewed reported having had watery diarrhea for 2 or more days with on- 
set during July or August. Eight (47%) of the 17 had had watery diarrhea longer than 
5 days. Four persons who reported seeking medical care had stool specimens positive 
for Cryptosporidium. 

On August 31, public health nurses at the Dane County Public Health Division iden- 
tified a second cluster of nine persons with laboratory-confirmed Cryptosporidium 
infection while following up case-reports voluntarily submitted by physicians. Seven 
of the nine ill persons reported swimming at one large outdoor pool (pool B). Because 
of the potential for disease transmission in multiple settings, a community-based 
matched case-control study was initiated on September 3 to identify risk factors for 
Cryptosporidium infection among Dane County residents. 

Laboratory-based surveillance was used for case finding. A case was defined 
as Cryptosporidium infection that was laboratory-confirmed during August 1- 
September 11, 1993, in a Dane County resident who was also the first person in a 
household to have signs or symptoms (i.e., watery diarrhea of 2 or more days’ 
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duration). During the study interval, 85 Dane County residents with stool specimens 
positive for Cryptosporidium were identified. Sixty-five (77%) persons were inter- 
viewed; 36 (55%) had illnesses meeting the case definition. Systematic digit-dialing 
was used to select 45 controls, who were matched with 34 case-patients by age group 
and telephone exchange. All study participants were interviewed by telephone using 
a standardized questionnaire to obtain information on demographics, signs and 
symptoms, recreational water use, child-care attendance, drinking water sources, and 
presence of diarrheal illness in household members. 

The median age of ill persons was 4 years (range: 1-40 years). Reported signs and 
symptoms included watery diarrhea (94%), stomach cramps (93%), and vomiting 
(53%). Median duration of diarrhea was 14 days (range: 1-30 days). Swimming in a 
pool or lake during the 2 weeks preceding onset of illness was reported by 82% of 
case-patients and 50% of controls (matched odds ratio [MOR]=6.0; 95% confidence 
interval [Cl]=1.4—-25.3). Twenty-one percent of case-patients and 2% of controls 
(MOR=7.3; 95% Cl=0.9-59.3) reported swimming in pool A. Fifteen percent of case- 
patients and 2% of controls (MOR=undefined [6/0]; p=0.02, paired sample sign test) 
reported swimming in pool B. When persons reporting pool A or B use were excluded 
from the analysis, the association with recreational water use was not statistically sig- 
nificant (MOR=3.4, 95% Cl=0.8-15.7). Child-care attendance was reported for 74% of 
case-patients aged <6 years and 44% of controls (MOR=2.9; 95% Cl=0.8-10.7). Two 
case-patients reported child-care attendance and use of pool A or pool B. No case- 
patients reported travel to the Milwaukee area during the March-April outbreak, and 
no associations were found between illness and drinking water sources. 

To limit transmission of Cryptosporidium in Dane County pools, state and local 
public health officials implemented the following recommendations: 1) closing the 
pools that were epidemiologically linked to infection and hyperchlorinating those 
pools to achieve a disinfection (CT*) value of 9600; 2) advising all area pool managers 
of the increased potential for waterborne transmission of Cryptosporidium; 3) posting 
signs at all area pools stating that persons who have diarrhea or have had diarrhea 
during the previous 14 days should not enter the pool; 4) notifying area physicians of 
the increased potential for cryptosporidiosis in the community and requesting that 
patients with watery diarrhea be tested for Cryptosporidium; and 5) maintaining 
laboratory-based surveillance in the community to determine whether transmission 
was occurring at other sites (e.g., child-care centers and other pools). 

On August 27, pool A was closed and hyperchlorinated for 18 hours; on Septem- 
ber 3, pool B closed early for the season. Because many control measures were 
initiated less than 1 week before many pools closed for the season (after September 
5), their impact on transmission could not be evaluated adequately. 

Reported by: J Bongard, MS, Dane County Public Health Div, Madison; R Savage, MS, Madison 
Dept of Public Health; R Dern, MS, St. Mary’s Medical Center, Madison; H Bostrum, J Kazmier- 
czak, DVM, S Keifer, H Anderson, MD, State Epidemiologist for Occupation and Environmental 
Health, JP Davis, MD, State Epidemiologist for Communicable Diseases, Bur of Public Health, 
Wisconsin Div of Health. Div of Parasitic Diseases, National Center for Infectious Diseases; Div 
of Field Epidemiology, Epidemiology Program Office, CDC. 

Editorial Note: Person-to-person, waterborne, and zoonotic transmission of Crypto- 
sporidium has been well documented (2). A marked seasonality has been reported, 


*CT=pool chlorine concentration (in parts per million) multiplied by time (in minutes). 
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with peaks occurring in North America during late summer and early fall (3,4 ). Crypto- 
sporidiosis associated with use of swimming pools has been reported previously 
(5-7) but is probably underrecognized. Infection with Cryptosporidium resulting from 
recreational water use may contribute to the observed seasonal distribution. 

The March-April 1993 Milwaukee waterborne outbreak stimulated increased test- 
ing for Cryptosporidium in Dane County, increasing the likelihood of outbreak 
detection. However, the number of cases described in this report was not sufficient to 
conduct a stratified matched analysis. Confounding of the associations found for 
child-care attendance and pool use is possible, although child-care attendance was 
reported in only one case for each implicated pool. 

Cryptosporidium oocysts are small (4-6 1), are resistant to chlorine, and have a 
high infectivity. The chlorine CT of 9600 needed to kill Cryptosporidium oocysts is 
approximately 640 times greater than required for Giardia cysts (8). The ability of 
pool sand-filtration systems to remove oocysts under field conditions has not been 
well documented, but would not be expected to be effective. Results of an infectivity 
study suggest that the infective dose among humans for Cryptosporidium is low 
(H. DuPont, University of Texas Medical School at Houston, personal communication, 
1994). Because of the large number of oocysts probably shed by symptomatic per- 
sons, even limited fecal contamination could result in sufficient oocyst concentrations 
in localized areas of a pool to cause additional human infections. 

This investigation underscores the potential for transmission of Cryptosporidium in 
swimming pools. Health-care providers should consider requesting Cryptosporidium 
testing of stool specimens from persons with watery diarrhea, and public health de- 
partments should consider establishing surveillance for Cryptosporidium to facilitate 
prompt recognition of outbreaks. Maintaining the high levels of chlorine necessary to 
kill Cryptosporidium in swimming pools is not feasible; therefore, such recreational 
water use should be recognized as a potential increased risk for cryptosporidiosis in 
immumocompromised persons, including those with human immunodeficiency virus 
infection, in whom this infection may cause lifelong, debilitating illness (9 ). 
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In 1982, CDC initiated surveillance for Lyme disease (LD), and in 1990, the Council 
of State and Territorial Epidemiologists adopted a resolution making LD a nationally 
notifiable disease. This report summarizes surveillance data for LD in the United 
States during 1993. 

LD is defined as the presence of an erythema migrans rash or at least one objective 
sign of musculoskeletal, neurologic, or cardiovascular disease and laboratory confir- 
mation of infection (7). In 1993, 8185 cases of LD were reported to CDC by 44 state 
health departments, 1492 (15%) fewer cases than were reported in 1992 (9677) (Fig- 
ure 1). Most cases were reported from the northeastern, mid-Atlantic, north-central, 
and Pacific coastal regions (Figure 2). Six states (Alaska, Arizona, Colorado, Missis- 
sippi, Montana, and South Dakota) reported no LD cases. The overall incidence rate 
was 3.3 per 100,000 population. Eight states in established LD-endemic northeastern 
and upper north-central regions reported rates of more than 3.3 per 100,000 (Con- 
necticut, 41.3; Rhode Island, 27.3; Delaware, 21.0; New York, 15.5; New Jersey, 10.1; 
Pennsylvania, 8.9; Wisconsin, 8.2; and Maryland, 3.8); these states accounted for 6962 
(85%) of the cases reported nationally. Of the total cases, 6132 (75%) were reported 
from 81 counties that had at least five cases and had rates of at least 10 per 100,000 
population. 


FIGURE 1. Reported cases of Lyme disease, by year — United States 1982-1993* 
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*In 1982, 11 states reported cases, compared with 44 in 1993. 
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FIGURE 2. Reported cases of Lyme disease, by state — United States, 1993 
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Most (83%) of the decrease in 1993 resulted from reductions in the numbers of case 
reports from four states in which LD is endemic (California, Connecticut, New York, 
and Wisconsin). New York, which reported 34% of the U.S. cases in 1993, accounted 
for 41% of the decrease (609 cases), and Connecticut accounted for 27% of the de- 
crease (410 cases). Thirteen states reported small increases in the number of cases. 
New Jersey had the largest increase (786 cases, compared with 681 in 1992). 

The age distribution of persons reported with LD was bimodal, with peaks 
occurring for children aged 5-14 years (1098 cases) and adults aged 30-49 years 
(2298 cases). Males (51%) and females were nearly equally affected. 

Reported by: State health departments. Bacterial Zoonoses Br, Div of Vector-Borne Infectious 
Diseases, National Center for Infectious Diseases, CDC. 

Editorial Note: LD, the most commonly reported vectorborne infectious disease in the 
United States (2), is caused by the spirochete Borrelia burgdorferi and is transmitted 
by the bite of an infected Ixodes tick. In the northeastern and upper north-central re- 
gions of the United States, the principal tick vector is Ixodes scapularis (black-legged 
tick), and in Pacific coast states, the principal vector is Ixodes pacificus (western black- 
legged tick). 

LD risks are geographically limited; rates vary substantially by town or other geo- 
political area within counties (3,4), and the distribution of vector ticks varies greatly, 
even within individual residential properties (5). LD can be prevented by avoiding 
contact with the tick vector or by applying insect repellents and acaricides as directed, 


(Continued on page 571) 
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FIGURE I. Notifiable disease reports, comparison of 4-week totals ending August 6, 
1994, with historical data — United States 


DISEASE DECREASE INCREASE CASES CURRENT 
4 WEEKS 


Aseptic Meningitis 700 
Encephalitis, Primary 40 
Hepatitis A 1,596 

Hepatitis B 696 

Hepatitis, Non—A, Non-B 252 
Hepatitis, Unspecified 30 
Legionellosis 99 

Malaria 65 

Measles, Total 54 
Meningococcal Infections 121 
Mumps 59 

Pertussis 200 

Rabies, Animal 404 


Rubella 9 


0.0625 0.25 0.5 


, * 
Ratio(Log Scale) 
INN) Bevono Historical umiTs 


*Ratio of current 4-week total to mean of 15 4-week totals (from previous, comparable, and 
subsequent 4-week periods for the past 5 years). The point where the hatched area begins is 
based on the mean and two standard deviations of these 4-week totals. 


TABLE |. Summary — cases of specified notifiable diseases, United States, 
cumulative, week ending August 6, 1994 (31st Week) 








AIDS* / Measles: imported 
Anthrax - indigenous 
Botulism: Foodborne Plague 
infant Poliomyelitis, Paralytic’ 
Other Psittacosis 
Brucellosis Rabies, human 
Cholera Syphilis, primary & secondary 
Congenital rubella syndrome Syphilis, congenital, age < 1 year! 
Diphtheria - Tetanus 
Encephalitis, post-infectious 0 Toxic shock syndrome 
Gonorrhea Trichinosis 
Haemophilus influenzae (invasive disease)’ Tuberculosis 
Hansen Disease Tularemia 
Leptospirosis Typhoid fever 218 
Lyme Disease ‘ Typhus fever, tickborne (RMSF) 203 


*Updated monthly; last update July 26, 1994. 
Of 678 cases of known age, 193 ( ) were reported among children less than 5 years of -—. 
5No cases of suspected poliomyelitis have been reported in 1994; 3 cases of suspected poliomyelitis have been reported in 
1993; 4 of the 5 suspected cases with onset in 1992 were confirmed; the confirmed cases were vaccine associated. 
‘otal through first quarter 1994. 
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TABLE Il. Cases of selected notifiable diseases, United States, weeks ending 


August 6, 1994, and August 7, 1993 (31st Week) 
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262 
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6 16 
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885 





N: Not notifiable U: Unavailable 
*Updated monthly; last update July 26, 1994. 


C.N.M.1.: Commonwealth of Northern Mariana Islands 
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TABLE Il. (Cont’d.) Cases of selected notifiable diseases, United States, weeks ending 
August 6, 1994, and August 7, 1993 (31st Week) 

Measles (Rubeola) Menin- 

Malaria | Indigenous imported* Fa mon Mumpe Pertussis 








Reporting Area 

















Cum Cum. . Cum. Cum. 

1994 1994 | 1994 1994 1994 | 1994 
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*For measles only, imported cases include both out-of-state and international importations. 
N: Not notifiable U: Unavailable t International 5 Out-of-state 
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TABLE Il. (Cont’d.) Cases of selected notifiable diseases, United States, weeks ending 
August 6, 1994, and August 7, 1993 (31st Week) 





a: Toxic- Typhus Fever 
__ Syphilis Tula- | Typhoid a 
(Primary & Secondary) alias Tuberculosis oui i ( eben 


Cum Cum Cum Cum Cum Cum Cum Cum. 

1994 1993 1994 1994 1993 1994 1994 1994 

UNITED STATES 12,699 15,897 119 12,408 13,093 50 218 203 
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TABLE Ill. Deaths in 121 U.S. cities,* week ending 


August 6, 1994 (31st Week) 





All Causes, By Age (Years) 





Reporting Area 
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NEW ENGLAND 
Boston, Mass 
Bridgeport, Conn. 
Cambridge, Mass 
Fall River, Mass. 
Hartford, Conn 
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S. ATLANTIC 
Atlanta, Ga. 
Baltimore, Md 
Charlotte, N.C. 
Jacksonville, Fla. 
Miami, Fla 
Norfolk, Va 
Richmond, Va 
Savannah, Ga. 
St. Petersburg, Fila 
Tampa, Fla 
Washington, D.C. 
Wilmington, Del 
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“Mortality data in this table are voluntarily reported from 121 cities in the United States, most of which have populations of 100,000 or 


more. A death is reported by the place of its occurrence and by the week that the death certificate was filed. Fetal deaths are not 
included 


'Pneumonia and influenza. 

5 Because of changes in reporting methods in these 3 Pennsylvania cities, these numbers are partial counts for the current week. Complete 
counts will be available in 4 to 6 weeks. 

Total includes unknown ages. 

U: Unavailable 
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wearing long pants and long-sleeved shirts, tucking pants into socks, checking regu- 
larly for ticks, and promptly removing attached ticks. 

The decrease in reported cases in 1993 may reflect a combination of three factors: 
decreased reporting by physicians, decreased case detection (6), and a true decrease 
in the number of cases. In Connecticut and New York, vector surveillance data suggest 
that /. scapularis population densities were lower in 1993 than in previous years. The 
decrease in New York also may be attributed to limitations in staffing and decreased 
reporting by physicians (D. White, Bureau of Communicable Diseases, New York State 
Department of Health, personal communication, 1994). The increase in New Jersey 
was attributed to an increase in reported cases from Hunterdon County as a result of 
improved reporting by physicians and a true increase in disease incidence (CDC, un- 
published data, 1993). The actual incidence of LD in the United States is unknown, and 
estimates are subject to the influences of underreporting, misclassification, and over- 
diagnosis. 

Accurate surveillance data are needed to target populations for LD prevention 
strategies (e.g., vaccination). In 1993, two U.S. manufacturers received Food and 
Drug Administration approval to conduct field trials of LD vaccines in humans. 
One manufacturer is conducting Phase Ill efficacy trials involving approximately 
10,000 participants from endemic areas of the north central, mid-Atlantic, and New 
England states. The second manufacturer is conducting Phase II safety and immuno- 
genicity trials involving approximately 400 persons residing in New England. Results 
of Phase | trials conducted in the United States have been published (7), and prelimi- 
nary results of Phase || safety and efficacy trials (8,9 ) suggest the vaccine is safe and 
immunogenic. Both candidate vaccines use a recombinant outer-surface protein as 
the immunogen. The candidate vaccines stimulate production of antibodies that tar- 
get B. burgdorferi in the midguts of infected ticks while they extract blood from a 
vaccinated animal (70). 

Reliable identification of risks is required for targeting individually applied interven- 
tions for LD. LD surveillance data will be needed to determine the effectiveness of 
control and prevention efforts. 
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Current Trends 





Assessment of Undervaccinated Children 
Following a Mass Vaccination Campaign — Kansas, 1993 


A 1992 retrospective survey by the Kansas Department of Health and Environment 
(KDHE) of children entering school in Kansas indicated that 52% were completely vac- 
cinated by 24 months of age (i.e., received four doses of diphtheria and tetanus 
toxoids and pertussis vaccine [DTP], three doses of poliomyelitis vaccine, and one 
dose of measles-mumps-rubella vaccine [MMR]). In response to this low vaccination 
coverage rate, the KDHE set a goal for 1995 of completely vaccinating 90% of children 
by age 24 months. A major new initiative—Operation Immunize (Ol)—undertaken to 
accomplish this goal consisted of three statewide vaccination campaigns on week- 
ends during 1993-1994. This report summarizes the results of an assessment of the 
short-term impact of Ol on children who remained undervaccinated following the first 
campaign. 

Ol was designed to reach children, particularly those aged <24 months, who were 
not up-to-date with their vaccinations. An extensive promotional effort was made 
throughout the state to encourage participation in Ol. Vaccinations were available free 
or at reduced cost at 192 sites in the state during the campaigns. 

During the first campaign (April 24-25, 1993), 7120 children were vaccinated; 
2616 (37%) were aged <24 months. Of the children aged <24 months, 71% were not 
up-to-date with their vaccinations; 29% were due for their next series of vaccinations 
but were not yet considered behind schedule. Ol reached 6% of the estimated 31,498 
children (based on the 1992 retrospective survey) aged <24 months in Kansas who 
were not up-to-date. 

A follow-up study begun in November 1993 assessed the vaccination status of chil- 
dren aged <24 months who were vaccinated during the April campaign but who 
needed additional vaccinations to be brought up-to-date during the next 6 months. Ol 
records were available for 331 of these children. Each child’s vaccination status was 
determined as of October 25, 1993 (6 months after the first Ol campaign), using the 
recommendations of the Advisory Committee on Immunization Practices for DTP, po- 
lio, and MMR (7). Information on vaccinations was obtained from local health 
departments, parents, and physicians. 

Children were considered up-to-date if they were within 1 month of being age- 
appropriately vaccinated by October 25, 1993. If the local health department had no 
record of vaccinations given since April 24-25, 1993, and the child’s parents could not 
be contacted by phone and did not respond to two written requests for information, 
the child was considered lost to follow-up. As of October 25, 1993, 102 (31%) children 
were up-to-date; 35 (11%) had received additional vaccinations but remained behind 
schedule; 102 (31%) had received no additional vaccinations; and 92 (28%) were lost 
to follow-up. 
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Reported by: S Dismuke, MD, Univ of Kansas Medical Center, Kansas City; N McWilliams, 
Johnson County Health Dept, Mission; S Bowden, M Burt, J Hansen, M Miller, L Perry, A Pel- 
letier, MD, Acting State Epidemiologist, Bur of Disease Control, Kansas Dept of Health and 
Environment. Div of Field Epidemiology, Epidemiology Program Office, CDC. 

Editorial Note: Mass vaccination campaigns have been successful in developing coun- 
tries (2-4); however, during the past decade, mass campaigns have not been used 
widely in the United States. Mass campaigns such as OI can focus public attention on 
the control of vaccine-preventable diseases and increase support for vaccination pro- 
grams. However, mass campaigns are resource-intensive, and in some cases, 
increases in vaccination coverage rates have been difficult to sustain (5,6). 

Options for the evaluation of Ol were limited by the low incidence in Kansas of the 
vaccine-preventable diseases targeted by Ol and the lack of current data on the vacci- 
nation status of Kansas children. The only population-based vaccination data 
available in Kansas are from retrospective surveys of children entering school. When 
collected, these data are 3-4 years old and therefore are not useful for evaluating the 
immediate impact of a mass vaccination campaign. 

Calculating the limited percentage of the target population reached by Ol provided 
one measure of the campaign’s effectiveness; the study also sought to assess the on- 
going impact of the campaign on children’s vaccination status. This study indicated 
that many children reached by Ol did not maintain up-to-date vaccination status dur- 
ing the 6 months after the campaign. 

The experience with Ol demonstrates that reaching undervaccinated children with 
mass campaigns can be difficult, even when the level of effort and commitment are 


high, as in Kansas. When used, mass campaigns should be an adjunct to ongoing, 
comprehensive vaccination programs (as outlined in the Childhood Immunization In- 
itiative [7]), which are designed to meet local needs. Such programs for routine 
vaccination should include efforts to reduce barriers to vaccination, establish vaccina- 
tion record information systems, improve surveillance, and use vaccination coverage 
assessments to monitor program performance. 
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Update: Outbreak of Legionnaires’ Disease 
Associated with a Cruise Ship, 1994 


On July 15, 1994, CDC was notified by the New Jersey State Department of Health 
of six persons with pneumonia who had recently traveled to Bermuda on the cruise 
ship Horizon (1). \in conjunction with local and state health departments, an investiga- 
tion was initiated; as of August 10, a total of 14 passengers had Legionnaires’ disease 
(LD) confirmed by either sputum culture (one patient), detection of antigens of 
Legionella pneumophila serogroup 1 (Lp1) in urine by radioimmunoassay (seven 
patients) (2), or fourfold rise in titer of antibodies to Lp1 between acute- and 
convalescent-phase serum specimens (six patients). Possible cases in 28 other pas- 
sengers with pneumonia that occurred within 2 weeks after sailing aboard the Horizon 
are under investigation. Cases have occurred from nine separate week-long cruises 
during April 30—July 9, 1994. 

To identify the source of Legionella sp., a case-control study was conducted, and 
environmental sampling of the ship’s water system was performed. Exposure to the 
whirlpool baths was strongly associated with illness (odds ratio=16.4; 95% confidence 
interval=3.7-72.3). Cultures taken from a sand filter used for recirculation of whirlpool 
water yielded an isolate of Lp1; this isolate and the clinical isolate had matching 
monoclonal antibody subtyping patterns (3). 

A variety of interventions were completed, including hyperchlorination of the ship’s 
potable water supply, removal of the whirlpool filters, and discontinuation of the 
whirlpool baths. Following completion of these interventions, on July 30 the Horizon 
resumed its weekly sailing schedule from New York City to Bermuda. 

Reported by: | Guerrero, MD, Community Medical Center, Toms River; C Genese, MJ Hung, 
S Paul, MD, H Ragazzoni, DVM, J Brook, MD, L Finelli, PhD, KC Spitalny, MD, State Epidemi- 
ologist, New Jersey State Dept of Health. BA Mojica, MD, KJ Mahoney, MSW, RT Heffernan, 
MPH, Div of Disease Intervention, New York City Dept of Health; SF Kondracki, DL Morse, MD, 
State Epidemiologist, New York State Dept of Health. ML Cartter, MD, J Hadler, MD, State 
Epidemiologist, Connecticut Dept of Public Health and Addiction Svcs. JT Rankin, Jr, DVM, State 
Epidemiologist, Pennsylvania Dept of Health. C Groves, MS, Maryland State Dept of Health and 
Mental Hygiene. Div of Quarantine, National Center for Prevention Svcs; Office of the Director, 
National Center for Environmental Health; Div of Field Epidemiology, Epidemiology Program 
Office; Childhood and Respiratory Diseases Br, Div of Bacterial and Mycotic Diseases, National 
Center for Infectious Diseases, CDC. 

Editorial Note: This outbreak represents the first documented instance of LD aboard a 
cruise ship docking in U.S. ports. Whirlpool spas previously have been associated 
with transmission of Legionella (4,5); hyperchlorination of water systems and re- 
placement of filter devices have successfully terminated outbreaks of LD linked to 
whirlpool spas. CDC recommends post-intervention environmental sampling of whirl- 
pool circulation systems in conjunction with ongoing surveillance for cases of 
pneumonia to ensure the efficacy of these interventions. Suspected cases of LD 
among Horizon passengers should be reported to CDC through state and local health 
departments. 

Additional recommendations to reduce the transmission of Legionella sp. from 
whirlpool baths and aboard cruise ships will be the subject of a special meeting of 
public health officials, LD experts, and members of the whirlpool and cruise line indus- 
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tries; the meeting is tentatively scheduled for the fall of 1994 in Atlanta. Additional 
information about the meeting is available from CDC’s Office of the Director, National 
Center for Environmental Health, telephone (404) 488-7093. 
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Erratum: Vol. 43, No. RR-11 


In the MMWR Recommendations and Reports, “Recommendations of the U.S. Pub- 
lic Health Service Task Force on the Use of Zidovudine to Reduce Perinatal 
Transmission of Human Immunodeficiency Virus,” on page i, two numerals in the tele- 
phone number for the CDC National AIDS Clearinghouse were transposed. The 


correct telephone number is (800) 458-5231. 
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